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I have seen other cases in which sympathetic ophthalmia of a mild type took the form of a semi-acute glaucoma with minimal signs of inflammation.
DISCUSSION.
Mr. A. L. WHITEHEAD (President) said that Mr. Harrison Butler had courageously brought forward accounts of cases such as probably most members had had, at some time orother, and it was very instructive to hear of instances in the experience of others. In regard to the case which was operated upon by the house surgeon, he asked whether there had been damage to the lens or not. It ended with 'I2vision; was that after the lens had undergone absorption? The point had been raised as to prolapse of the iris occurring some time after operation. He (the President) had seen that twice: a very minute piece of iris had been caught in the scar, and was represented by a very minute black dot; some months later a definite prolapse appeared. With regard to the extraordinarily high degrees of astigmatism, he asked whether these were all cases in which the conjunctival bridge operation had been done ?
Mr. TREACHER COLLINS said that with regard to the cases Mr. Harrison Butler had just related, he agreed that there must have been vitreous hemorrhage in the case in which a preliminary iridectomy was done. It was said that diabetic cataracts sometimes cleared up; he (Mr. Treacher Collins) had not known them do so; but as so accurate an observer as Mr. Nettleship had reported such a clearance it must be regarded as a possibility. He (the speaker) did not think senile cataract ever cleared up, though the fluid in a Morganian cataract might sometimes diffuse through the capsule. He agreed that a small black point at one angle of the scar, due to the entanglement of a knuckle of iris tissue at the angle of the coloboma, might after some weeks or months become a bulging cicatrix. He had known this happen. Mr. Treacher Collins thought that astigmatism after cataract extraction, which progressed in the way described was usually due to failure in complete union of the posterior lips of the wound from entanglement of lens capsule.
Mr. HARRISON BUTLER (in reply) said that in the case operated upon by the house-surgeon the lens was completely absorbed; he did not think that it was damaged during the operation. In the high astigmatism cases, one eye in each patient was operated on by the bridge method, the other was not.
The Treatment of Conical Cornea.
By CHARLES KILLICK, M.D. (ABSTRACT.) THE author remarked that slight and early cases of keratoconus were seldom seen and possibly overlooked. His own experience had been of late cases in which the disease was advanced, and something had to be done by way of operation. After stating that keratoconus might occasionally be unilateral, he quoted a series of six cases recently under his care. Five of these were in women, including two pairs of sisters. One female patient was an at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from idiot and the solitary male was a young and healthy adult. The disease was probably developmental in the two latter cases, in the others it had shown a tendency to appear in more than one member of the family. After briefly alluding to the pathology and theories of causation the treatment was considered. In two cases a pressure bandage was applied where the apex of the cone had become opaque, with the result of almost completely restoring normal transparency but, as might be expected, without altering the shape of the cone in any way. In one other case six operations upon the right eye were performed, without the slightest benefit. These were in order:
(1) Sclerectomy-interval of eight months; (2) first stage of cataract extraction -interval of one month; (3) cauterization with perforation-interval of one month: (4) cauterization with perforation-interval of seven weeks; (5) cauterization only, over rather larger area-interval of seven weeks; (6) cauterization with perforation. The final result was a small buttonhole iridectomy due to the first operation and an insignificant corneal macula. The patient subsequently developed phthisis.
In a second case, to which Mr. Killick particularly wished to draw attention, the patient, aged 49, suffered from double keratoconus, and from a few peripheral opaque strie in both lenses. Vision was less than w. The treatment he adopted was: (1) Expectant for a year-no improvement;
(2) simple extraction of right lens, by subconjunctival method; (3) small vertical discission of the capsule, based on the old operation of iridodesis, namely, that of making a narrow linear opening in the pupil, resembling a stenopaic slit; (4) correction of refractive error subsequent to operation by -5*00 sph. together with -100 cyl. ax. 1800. Vision in the foregoing case was improved to and the correcting lens indicates an antecedent myopia of 32 diopters. The author suggested that the above was the operation of choice in suitable cases and was preferable to any operation involving burning of the cornea. He claimed that it was: (1) easy to perform; (2) involved no disfigurement; (3) could be carried out in a reasonable time; (4) definitely improved vision.
Mr. A. L. WHITEHEAD (President) said he had seen the second case which Mr. Killick had described, at Bradford, and the result was certainly striking and satisfactory ; so also was the pupil which was left; it had dilated a little and was oval, instead of being a linear slit. One knew these patients saw well through a small opening, as well as through a slit; and if one was fortunate enough to have a dense homogeneous capsule, it might be sufficient to make a small hole only.
Mr. ELMORE BREWERTON said he had been disappointed with the older methods of dealing with conical cornea. He had had some good results with the cautery, but he did not care to attempt the removal of an elliptical piece with many weeks' delay in healing. He believed that most exponents of this method had given it up. The method he now adopted was to make a crucial incision through the apex of the cone, the first incision being made with a von Graefe knife and the two lateral incisions with scissors. If the apex of the cone was below the centre the first incision should be downwards and in at an angle of 450 to the vertical and about 6 mm. in length; the two lateral incisions on either side of the centre of the first and at right angles to it, and each about 3 mm. in length. The wound healed in three or four days; there resulted a certain amount of flattening and a blurred apex to the cone. The operation was advisable for advanced cases of keratoconus; he would not hesitate to do it on any case in which the cone was increasing. He had operated on five such eyes, and in all had secured improvement in vision. He thought it was better to deal with the cornea rather than with the lens, in the complicated way described by Mr. Killick.
Mr. KILLICK (in reply) said he agreed that the smaller the opening made in the capsule the better, and in the next case he had he would make it as small as possible. The method of dealing with conical cornea described by Mr. Brewerton had not occurred to him; any method which would supersede the ordinary burning method would yield better results in the long run.
